spines, and the muscles retracted. The third lumbar spine was found necrosed and loose, and from this site an abscess extended into the right and left erector spinae. On exposing the vertebral canal it was found to contain thick yellow odourless pus. The vertebral canal was opened down to the sacrum. Pressure over the sacrum caused pus to well up out of the superior aperture of the sacral canal, so the sacral canal was opened along its whole length. The spinal canal throughout the whole length exposed was filled with necrotic tissue, covering over the dura and the cauda equina. Bisrnuth-iodoform paste was gently rubbed over the whole exposed surface and the wound closed, save where it gave exit to a gauze drain.
For a few days subsequent to the operation the patient had incontinence of faeces. Recovery was rapid. In two months the patient could walk perfectly well.
Actinomycosis of the Thoracic Wall.
By ARTHUR EVANS, M.S. THE patient, a railwav clerk, was admitted to Westminster Hospital on April 12, 1919. He first noticed pain and swelling in his left side and back, about ten weeks before admission. He gives a history of having been hit by a pole in the ribs, and he thinks that the present swelling is due to that. Previous health good. There was a swelling on the left side of -the lower thoracic margin, involving apparently the seventh, eighth, ninth and tenth ribs, and extending from the middle line to the mid-axillary line. The left lower thoracic margin when grasped between one's fingers felt three times as thick as that of the right. There was tenderness on .pressure over the tumour. An X-ray plate showed a shadow in the region of the tumour.
On April 14 the tumour was excised. Before this was done an incision was made through almost the entire thickness of the tumour, but no inflammatory focus was found. Looking upon the case as one of sarcoma, I excised the tumour widely; this necessitated the removal of portions of the eighth, ninth and tenth ribs, and the muscles of the abdominal wall adjoining. When this nmass was removed, I deepened the exploratory incision which had been made into the tumour substance, to find immediately subjacent a narrow streak of pus containing yellow granules-suggestive of actinomycosis. The base of the large wound at SAGE Publications on June 21, 2016 jrs.sagepub.com Downloaded from
Clinical Section was conmposed of peritoneumn and pleura, both of which were unopened. As a substitute for the abdominal muscles two large silver filigrees were sutured into position between the peritoneum and the skin; they covered an area extending from the outer border of the left rectus to Wire filigree repairing abdominal and thoracic walls, after wide excision of actinomycosis.
the mid-axillary line and from the rib margin to the level of the iliac crest.
About three months after the operation a nodule appeared posterior to the site of the original tumour. This broke down and a sinus formed discharging the actinomyces. The patient was put on large doses of potassium iodide, and the swelling gradually disappeared.
Microscopically the fungus was demonstrated to be present.
DISCUSSION. Mr. A. W. SHEEN: I should like to know whether the diagnosis of sarcoma was arrived at by macroscopic or microscopic examination of the tumour. The infection in the interior of the rib shown is interesting. Did it affect the other portions of ribs removed ? Has Mr. Evans any views regarding the route of infection ? The man is a railway clerk but he tells me his relatives are farmers and that he used to spend his holidays at home. The safety of the well acting filigree would seem to be imperilled by the sinuses which have formed since the operation.
Mr. ARTHUR EVANS (in reply): The diagnosis of sarcoma was made from the clinical features of the case. The surfaces exposed on making an incision into the tumour preliminary-to its excision, confirmed this opinion, as this section just failed to open up the area which would have revealed the true nature of the tumour. The normal appearance of the pleura and of the peritoneum did not suggest that the ribs had been invaded from either the pleural or the peritoneal cavity.
Cystic Adenoma of the Bile-ducts.
By ARTHUR EVANS, M.S. THE patient was a woman, who was admitted into Westminster Hospital on November 20, 1919. She was emaciated and looked ill, and was slightly jaundiced, with constant pain in the upper part of the abdomen. In the epigastrium, and continuous with the, edge of the liver, there was a tense cystic tumour reaching down almost to the umbilicus.
On December 1, 1919, the abdomen was opened. Free fluid of a myxomatous nature was found in the peritoneal cavity. The tumour proved to be a large cyst attached to the under surface of the liver.
Upon the cyst being opened, yellowish viscid fluid escaped. The examining finger felt masses of what were thought to be daughtercysts adherent to the inner wall. These were detached with difficulty. The greater portion of the cyst wall was removed and a large drainage tube inserted.
Microscopical examination proved the-tumnour to be a multilocular cystic adenoma of the bile-ducts.
